thin-walled telangiectatic vessels. Deeper in the dermis is a marked perivascular lymphocytic infiltration and there are also focal areas of calcification affecting elastic fibres to a conspicuous degree (Fig 3) . Treatment: Hydroxychloroquine sulphate tablets (Plaquenil) 200 mg twice daily for three weeks (two months ago) with noticeable improvement.
Comment
The uncommon entity of lupus erythematosus profundus as a variant of cutaneous LE is well established but inflammation of the panniculus as a presenting feature of systemic LE is rare, though Winkelmann (1970) Woman, aged 61 Referred by Radiotherapy Department because of a rash which she had developed after receiving routine post-operative therapeutic X-irradiation for breast carcinoma. Pre-operative clinical findings were of a Stage 2 breast cancer with retracted nipple; no glands were palpable, but an extended simple mastectomy was performed. Histopathological examination of the specimen obtained showed the lesion to be a well-differentiated primary mammary carcinoma with microscopic involvement of four out of six excised glands. Six weeks after operation she started a routine course of postoperative radiotherapy, receiving over the next three weeks 2,400 R to the chest wall and lymph node area. This was followed by the expected primary irradiation reaction, which settled rapidly and spontaneously.
Four months after completing the course of radiotherapy, and long after the primary reaction had completely settled, she developed an eruption on the chest wall which spread over the subsequent few weeks to involve the exact area exposed to radiotherapy (Fig 1) . The lesions were small (<05 cm), erythematous and scaly, and they have remained static and symptomless.
General health was good. There was no evidence of any spread of the malignant disease; mild facial rosacea was her only other complaint.
Examination revealed that in addition to the rash as described there were a few minute red papules present on the arms and thighs, which darkened on rubbing. Histopathology: The first biopsy, from the lesion on the chest wall, showed superficial collagen degeneration, numerous mast cells, and epidermal spongiosis and hyperkeratosis; the findings were considered compatible with changes induced by X-rays. The second biopsy, from a small red papule on the right thigh, demonstrated the presence of mast cells, but there were no more than four round any one vessel, and the changes were not thought to be enough to support the diagnosis of mastocytosis. The third biopsy, from the chest wall, revealed, after much sectioning, an area where mast cells were present in great excess. A diagnosis of mastocytosis was confirmed by this section.
Discussion
In this patient a definite diagnosis of cutaneous mastocytosis was delayed by two factors: first, mast cells are found in excess following ionizing irradiation injury to the skin and, secondly, we were quite unfamiliar with the development of mastocytosis in this Koebner-like manner.
It is not reported in any major textbook or review as a feature of the disease though J S Comaish (1970, personal 
